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N 001] 1200-8-6 Initial Comments N 001
An annual licensure survey and complaint
investigaiton #27818 were completed on April 4 -
7, 2011, at Brookwood Nursing Home. No
deficiencies were clled under Chapter 1200-8-6,
Standards for Nursing Homes.
l
I
Division of Health Care Facllltios ;
TITLE (X6) DATE

LABDRATEmTT‘OR'S OR T:RovrnER:rsuerER REPRESENTATIVE'S SIGNATURE /‘roku« e ~".'-’{"! Ko “A l ?’&\ \ l

STATE FORM o VIBE11 If continuation sheet 1 of 1




